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emergency facility after providing only minimal on-scene treatment (Boi et al., 1983; Pepe et al., 1986; Gold, 1987). The decision may depend specific circumstances such as the nature of the child's injury or illness, skills of the prehospital providers, and the transport time to reach defini care. Even when time is taken to achieve initial resuscitation al the scs other problems may arise if the team transporting the child is not > versed in maintaining resuscitation during the trip. Because the avails data do not clearly indicate which approach leads to better outcome; which circumstances call for which approach, the committee urges fur research on the optimal balance between on-scene treatment and more r< transport to definitive care.
Pediatric transport is one area, therefore, where local circumstances resources, as well as situation-specific extrication time and assessment child's condition, all play a role. Guidelines appropriate for adults may be entirely applicable, because of the greater number of different probl throughout the pediatric age range. For example, McCloskey and Orr (1! cite "the 2-week-old with a cardiac defect, the 2-month-old with near-i sudden infant death syndrome, the 2-year-old with epiglottitis, the 4-y old with meningitis, and the 10-year-old with multiple trauma" (p. 4 Ramenofsky and his colleagues (1983) raised the possibility that non-I transport might be appropriate when transit time to the ED is less thar time needed for an EMS unit to arrive at the scene. Further investigatic needed on the merits of such non-EMS transport. This committee did elude, however, that parents and others with responsibility for children erally need better education on "when and where to go" in emergency s tions involving young persons (as already discussed in Chapter 4).
Although national guidelines for transport, developed by personnel formal experience in pediatric critical care or EMS, will be helpful, and fast rules for every situation and locale may not be feasible. The should be protocols that emphasize patient and transport team safety, are based on appropriate processes of care that have been demonstrate lead to good patient outcomes, and that are in accordance with cu medico-legal requirements and common sense. Additional research is ne to establish what approaches are best in what circumstances.
Field Triage EMTs and other prehospital personnel must be ab determine rapidly the hospital destination and mode of transport approp to the patient's condition. Triage guidelines should prevent both undert (directing seriously ill or injured children to too low a level of care] overtriage (directing them to a higher level of care than their cond requires). Developing guidelines and decision tools that can success achieve this balance is difficult for pediatric and adult cases (Kane, 1 ACS, 1990, Chapter 3). In San Diego County, for example, triagef their own and with the distress of the parent or other caller. Clawson and Hauert (1990) emphasize the need for guidelinesic procedures, for instance, bag-valve-mask ventilation and peripheral and central venous cannulation. Professions Commission, for example, addressed implications of changes in the health care system and in healthcare needs for schools training health care professionals (Shugars et al., 1991).  In 1993, the Institute of Medicine had under way various studies in this area, including ones on dental education, on career paths in clinical research, and on increasing minority participation in the health professions.
